MERCYCARE SERVICE CORPORATION - Cedar Rapids, lowa
REQUEST FOR AMENDMENT OF PROTECTED HEALTH INFORMATION

Patient Identification (please print or type)

Name Social Security #
Optional - Last 4 digits only
Address Birthdate / /
Phone #: (H) (W)

Name of Mercy facility from which records are to be amended:

Amendment Requested: Please describe the information you want amended and explain how the entry is incorrect or
incomplete. What should the entry say to be more accurate or complete? Include author(s) and date(s) of the entry if known.
Attach copies of documents with notations if possible.

Others to Be Notified: If the amendment is accepted, please list individuals or organizations who have received copies
of your record that you would like us to notify of the amendment.

| understand that MercyCare Service Corporation may or may not amend the medical record following review of the
amendment request. In any event, Mercy will notify me.

Signature (Patient or Legal Representative) Date

Relationship, if not the patient

FOR USE BY MERCYCARE SERVICE CORPORATION ONLY:

Date Received: Amendment has been: [ ] Accepted Medical Record #
[ 1 Denied - Date patient notified:

If Denied, Note Reason for Denial (attach copy of denial letter):

[ ] Patient has filed a statement of disagreement that must be included with future releases (copy attached).
[ ] Patient has NOT filed a statement of disagreement.
[ ] MCSC has prepared a written rebuttal and provided a copy to the patient.
Date of Delivery: (copy attached)
[ ] MCSC has NOT prepared a written rebuttal.

Signature of MCSC privacy officer or designee Date

Mail Request to: Mercy Medical Center, Attn: Privacy Officer/Amendment Request,
701 10th St SE, Cedar Rapids, |A 52403
Rev. Feb. 2024



